Bowel preparation for a barium enema usually includes inconvenient restriction of diet and unpleasant nights of diarrhoea and abdominal pain after taking cathartics. The subsequent radiographs are not always of the highest quality and sometimes have to be repeated. Since the osmotic diarrhoea induced by oral manitol affords excellent preparation for colonoscopyl and is usually well tolerated we thought it might also be a convenient and effective method of preparing the bowel for barium enema. We therefore carried out a trial comparing mannitol with our routine preparation.
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Patients, methols, and results
Forty consecutive patients referred from medical and surgical outpatient departments and general practitioners entered the trial. They received routine preparation (preparation A) or mannitol (preparation B) according to whether they had their barium enema on odd or even number days of the trial. They were all examined during afternoon sessions by the same radiologist (ANK) using an identical technique. Preparation A comprised a lowresidue diet for three days before examination with instructions to drink an extra pint (06 1) of fluid each day. At 9 pm on the evening before the enema 20 g magnesium sulphate dissolved in water was taken by mouth, followed at 11 pm by 45 ml castor oil and at 8 am the next morning by the insertion of a 10-mg bisacodyl suppository. With preparation B diet was unrestricted. Patients were instructed to drink at 7.30 am on the day of the examination one litre of 10 mannitol solution (BP), iced and mixed with fruit juice, within 30 minutes, and subsequently to drink as much fluid as they wished. On arrival at the radiology department each patient completed a questionnaire about bowel action and side effects associated with their preparation. A conventional barium enema followed by drainage of barium and replacement with air was performed and seven similar views taken in each case.
The radiographs were then seen by a consultant radiologist who had no knowledge of the preparation employed and assessed as follows: grade I, no visible faeces; grade II, minimal faecal matter coating the bowel wall; grade III, small amount of material within the lumen but not affecting the diagnostic value of the examination; grade IV, gross faecal matter such that the films were not diagnostic-for example, small polyps could not be excluded. patients had considerable urgency. Nausea and vomiting were also more common after routine preparation, though equal numbers had abdominal pain.
Comment
Although rectal washouts and enemas can be given to outpatients,2 the lack of any clearcut benefit3 4 and the inconvenience and discomfort to the patient has prompted many radiology departments to prepare the colon by methods similar to our conventional method. Preparation with mannitol is quick and sodium loss is only moderate.5 We therefore think it the preparation of choice for both quality of radiograph and comfort of the patient.
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Williams, C, Symposium on Colonoscopy, Newcastle, 1979. 2 Miller, R E, Gastroenterology, 1976, 70, 289. 3 Barnes, M R, Radiology, 1968, 91, 948. Case 1-A 43-year-old West Indian was found to be hypertensive in 1976 and treated initially with propranolol 160 mg and hydrallazine 25 mg both thrice daily. Because his blood pressure was not well controlled prazosin was substituted for hydrallazine at a dose of 6 mg daily and gradually increased to 20 mg daily. Three months after starting prazosin the patient experienced the first of three episodes of priapism, which lasted for six hours and which he did not report to his doctor. He had no history of genitourinary disease. He was admitted with a painful sustained erection that had lasted for 30 hours. Examination showed an erect penis with tense and tender corpora cavernosa but flaccid glans and corpus spongiosum. The scrotal contents and the prostate were normal. The abdomen and the central nervous system were also normal. His blood pressure was 180/120 mm Hg. Investigations showed: haemoglobin 16 2 g/dl; white cell count 116 x 109l1 with a normal differential count; erythrocyte sedimentation rate 5 mm in the first hour; sickle-cell trait on haemoglobin eletrophoresis; blood urea concentration 2 8 mmol/l (16 9 mg/100 ml); liver function tests normal; syphilis serology negative; no protein, casts, or cells on urine analysis, and the urine was sterile. The patient was initially but unsuccessfully treated with ancrod. Subsequently the corpora cavernosa were drained and the penis became flaccid. His postoperative course was complicated by pulmonary infarction. His blood pressure was later adequately controlled with atenolol and bendrofluazide. The patient was still impotent after four months.
Case 2-A 43-year-old West Indian was found to be hypertensive in 1977. He was started on prazosin treatment in December 1977 at a dose of 1-5 mg daily, and this was increased gradually to 18 mg daily by the end of January. In early February the patient reported that he had on three separate occasions experienced painful spontaneous erections lasting up to nine hours. He had no history of genitourinary disease, and physical examination was unremarkable. Routine blood tests were normal, the sickle-cell screening test was negative, and haemoglobin electrophoresis was normal. Urine analysis showed 5-10 white blood cells in a high-power field, but no protein or casts; the urine was sterile. Intravenous urography was normal. The prazosin was stopped, and his blood pressure was controlled with propranolol, triamterene, and hydrochlorothiazide. In the 18 months since prazosin was stopped priapism has not recurred.
Sexual dysfunction, particularly impotence and failure of ejaculation, is a well-recognised side effect of some antihypertensive drugs that interfere with autonomic function. Priapism has been described in patients taking guanethidine, and the direct-acting vasodilator hydrallazine.3 Sexual difficulties are said to be rare with prazosin although "congestion of (the) penis" has been attributed to the drug in one case.4 Priapism associated with prazosin has not previously been reported.
Prazosin is thought to produce alpha-adrenergic blockade in a different way from the classical alpha-blockers phenoxybenzamine and phentolamine.2 The unusual side effects of prazosin, frequency of micturition and incontinence of urine, have been attributed to this alpha-blocking action. All manuscripts submitted to the BMJ from now on should conform to the uniform requirements for manuscripts submitted to biomedical journals (known as the Vancouver style).
The BMJ, together with many other international biomedical journals, has agreed to accept articles prepared in accordance with the Vancouver style and will be introducing the system from January 1980. The style (described in full in BMJ, 24 February, p 532) is intended to standardise requirements for authors and covers text format, presentation of methods and results, use of SI units, and the form of tables and illustrations. All the participating journals have also agreed to introduce a standard form of references.
In future references to papers submitted to the BMJ should include: the names of all authors if there are fewer than seven or, if there are more, the first three followed by et al; the title of journal articles or book chapters; the titles of journals abbreviated according to the style of Index Medicus; and the first and final page numbers of the article or chapter.
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International Up to the beginning of October some 100 journals had agreed to accept articles in the Vancouver style, and a full list will be printed early in 1980.
